Purpose: Up to 53% of cardiac surgery patients experience postoperative neurocognitive decline. Cerebral oximetry is designed to detect changes in cerebral tissue saturation and therefore may be useful to predict which patients are at risk of developing neurocognitive decline. Methods: This is a retrospective analysis of a prospective study originally designed to determine if treatment of cerebral oximetry desaturation is associated with improvement in postoperative cognitive dysfunction in patients undergoing aortic reconstruction under deep hypothermic circulatory arrest. Cognitive function was measured, preoperatively and 3 months postoperatively, with 15 neuropsychologic tests administered by a psychologist; the individual test scores were summed and normalized. Bilateral cerebral oximetry data were stored and analyzed using measures of entropy. Cognitive decline was defined as any decrease in the summed normalized score from baseline to 3 months. Results: Seven of 17 (41%) patients suffered cognitive decline. There was no association between baseline cerebral oximetry and postoperative cognitive dysfunction. Nor were changes in oximetry values associated with cognitive decline. However, cognitive decline was associated with loss of forbidden word entropy (FwEn) (correlation: Rho ρ = 0.51, P = 0.037 for left cerebral oximetry FwEn and ρ = 0.54, P = 0.025 for right cerebral oximetry FwEn). Conclusion: Postoperative cognitive decline was associated with loss of complexity of the time series as shown by a decrease in FwEn from beginning to end of the case. This suggests that regulation of cerebral oximetry is different between those who do and those who do not develop cognitive decline.
Introduction
Neurological complications after cardiac surgery have been widely studied. [1] [2] [3] [4] [5] Complications range from stroke in 5% to 14% of patients to cognitive decline in up to 53% of patients. Although cognitive decline may be transient, in some patients, it persists and is present in up to 42% at 5-year postcoronary artery bypass surgery. Cognitive dysfunction contributes to loss of employment, loss of self-care efficacy, earlier death, and increased health care expenditures. Patients who recover from postoperative neurocognitive decline several months after their cardiac surgery are at a greater risk for further cognitive decline 5-year postsurgery. [1] The extent of perioperative injury also predicts a long-term neurocognitive decline. [6] The proposed mechanisms for cognitive dysfunction after cardiac surgery are cerebral microembolism as well as hypoperfusion. [7] Patient and surgical factors that may affect postoperative neurocognitive decline are preexisting atherosclerotic disease and cerebrovascular disease, hyperthermia, hemodilution on cardiopulmonary bypass, maintenance of cerebral perfusion pressure, and number of embolic events. [6] Cerebral oxygen desaturation has been correlated with postoperative neuropsychological dysfunction in cardiac surgery patients. [7] Cerebral oximetry can be utilized to detect changes in cerebral tissue saturation, and anesthesiologists may be able to modify some of these factors to reduce the neurocognitive decline in cardiac surgery population.
Cerebral oximetry has been used to assess frontal cortex perfusion in multiple settings ranging from neonatal intensive care units
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For reprints contact: reprints@medknow.com to deep hypothermic circulatory arrest (DHCA) in adult cardiac surgery. Cerebral oximetry is based on the principle that biological material is transparent in near-infrared (NIR) light range. Commercially available cerebral oximeters emit light of two preset wavelengths: 730 nm to measure the ratio of oxygenated to deoxygenated hemoglobin and 800 nm, the isosbestic point, to estimate the concentration of hemoglobin independent of oxygen saturation. The Beer-Lambert law is applied to calculate relative oxygen saturation in tissues by linking the concentration and absorption of tissue chromophores to the path length of NIR light. A sustained drop in the regional oxygen saturation (rSO 2 ) is closely related to the occurrence of neurological events following aortic surgery. [8] Smaller or transient changes in cerebral oxygenation may lead to cognitive dysfunction. Whether NIR spectroscopy (NIRS) can be used as a standard monitor to identify patients who will develop postoperative cognitive dysfunction remains unknown.
While traditional measures such as mean, median, and standard deviation, of a time series provide information about the global characteristics of the time series, they provide no information about the patterns within the time series. For this, newer descriptors of time series that measure the complexity of the patterns in the time series have shown promise of identifying pathology from normalcy by quantitating the entropy or information encoded within the time series. [9] [10] [11] Changes in complexity or entropy are felt to be related to changes in the regulatory control of the involved system. [10] [11] [12] [13] For example, in Cheyne-Stokes respiration, the respiratory centers have a delayed response to the normal fluctuations in PaCO 2 between inspiration and expiration, and different spectral entropy compared to patients with obstructive sleep apnea or normal breathing. [14] We hypothesized that changes in cognitive function will be associated with changes in the entropy of cerebral oximetry measures. We, therefore, conducted a study of cardiac surgery patients receiving formal pre-and postoperative cognitive testing to determine the association between cerebral oximetry measures and cognitive decline.
Methods
This is a retrospective analysis of a prospective study originally designed to determine if treatment of cerebral oximetry desaturation was associated with lower incidence of postoperative cognitive dysfunction. Twenty-five patients were recruited for this study. Seven patients did not complete postoperative neurocognitive testing and one patient died intraoperatively; therefore, this report is the analysis of the remaining 17 patients. The original study was a prospective, randomized controlled study comparing the incidence of neurological dysfunction and neurocognitive impairment with and without the use of NIRS to monitor cerebral rSO 2 [15] The anesthesiologist or perfusionist as appropriate in consultation with the surgeon initiated an intervention. The surgeon, anesthesiologist, perfusionist, and all Operating Room (OR) personnel were blinded to rSO 2 values in the blinded control group. The rSO 2 results from both groups were stored by the monitor then downloaded to a computer for analysis. Both groups received standard pre-, intra-, and postoperative surgical and anesthetic protocols that are currently established at our university hospital. As there was no difference in outcome based on group assignment, the two groups were combined into one for this analysis. Cognitive function was assessed preoperatively within 28 days before the surgical procedure and 3 months postsurgery using a battery of standardized neurocognitive tests. Each test score was normalized by subtracting the mean and dividing by the standard deviation based on known means and standard deviations by age. Due to the small sample size, a summary cognitive score was computed by adding the normed scores on each test and then dividing by the number of tests to give an overall measure of global cognitive functioning. Scores were calculated for the baseline and 3-month cognitive test scores. Due to one missing BVMT Recognition Discrimination baseline score, one of the ten scores was missing for one patient. The corresponding mean baseline score was calculated as the mean of the remaining nine scores. These summary scores allowed for a normalized score measuring the change between the baseline and 3-month scores. were calculated for each epoch. Spikiness was defined as the ratio of the standard deviation of the first differenced (incremental) time series to the standard deviation of the original time series. Spikiness quantifies sharp, brief, staccato-like unpatterned fluctuations, which heighten the uncertainty of any single measurement. [16] Entropy measures differ from usual measures of variability, such as standard deviation, by considering the sequences of the numbers. For example, the series 0, 1, 0, 1, 0, 1, 0, 1, 0, 1, in which the 0's and 1's simply alternate, and 0, 1, 1, 0, 1, 0, 1, 1, 0, 0 have the same means and standard deviations, but the second series is more irregular and less predictable. Entropy measures aim to quantitate this irregularity. ApEn, SampEn, and FwEn were analyzed as previously described. [9] Briefly, ApEn and SampEn are the conditional probabilities that two sequences within a tolerance r for two points remain within r of each other at the next point. FwEn transforms a time signal to a symbol signal and denotes the uncertain occurrence of m consecutive points of the form π. FwEn predominantly differs from ApEn and SampEn in that FwEn evaluates only the local information contained in the m consecutive points, whereas ApEn and SampEn compare the local vectors with all vectors in the series. By restricting evaluations to only m consecutive points at a time, Li and Ning proposed that nonstationary data are better handled by FwEn than by ApEn and SpEn. [17] To choose the appropriate tolerance, r (for ApEn and SampEn) and α (for FwEn), we first randomized the individual data series by shuffling them and calculating ApEn and SampEn, with r = 1%-300% of the standard deviation for each data set and calculated FwEn for α = 0.01-3. [11, 18] We then chose the tolerances, r and α that were in an area of stability. For final analysis, we chose r = 20% of the standard deviation to calculate ApEn and SampEn and α = 0.5 to calculate FwEn. For ApEn and SampEn, m = 2, and for FwEn, m = 4. The computer program to calculate entropy values was written by one of the authors (ME) in EXCEL and is available upon request.
Cognitive testing

Complexity measures
Statistical analysis
Correlation was measured using Spearman's rho, rather than Pearson's r, because rho is more robust to outliers, and with few patients in the analyses, one outlier has a very big effect on r (increased chance of Type I error). P < 0.05 denoted statistical significance and SPSS software version 19.0 (IBM, Armonk, NY, USA) was used for all statistical analyses.
Results
One patient in the intervention group died intraoperatively and seven did not complete postoperative neurocognitive testing and were excluded from analysis, leaving us 17 patients. Table 1 summarizes demographic, clinical, and operative characteristics of all patients who completed the study. The median summary cognitive score was −0.57 preoperatively and −0.39 postoperatively [ Figure 1 ]. Based on neurocognitive testing, seven of these seventeen patients (41%) had postoperative cognitive decline after undergoing aortic surgery under DHCA [ Figure 1 ]. There was no association between group assignment (intervention vs. control) and cognitive changes. We also found that while there was no association between baselines measures of cerebral oximetry and postoperative cognitive decline, there was a correlation between loss of complexity, as measured by FwEn, and loss of cognitive function [ Tables 2 and 3 
Discussion
We found that postoperative cognitive decline was associated with loss of complexity of the time series as shown by a decrease in FwEn values from the beginning to the end of the case. This is a novel finding. Our findings that loss of complexity is associated with postoperative cognitive decline are consistent with studies relating complexity of cerebral oxygenation in patients with cognitive impairment and dementia. Yang et al. using spontaneous fluctuations in blood oxygen level-dependent (BOLD) functional magnetic resonance imaging (fMRI) found that there was a loss of complexity in cerebral oxygenation in cognitively impaired elderly patients and this was most notable in the hippocampal cortex, cingulate cortex, superior and middle frontal gyrus, and middle temporal gyrus and that the amount of loss of complexity correlated with the amount of cognitive dysfunction. [19] Similarly, Liu et al. also using BOLD fMRI found loss of complexity of cerebral oxygenation in patients suffering from familial Alzheimer's disease, but not in nonmutation carrying family members or in cognitively normal aged volunteers. [20] Notably, a study of the complexity of retinal vascularity found a loss in the complexity of the branching of retinal vessels in elderly patients with cognitive dysfunction. [21] Recently, one study showed that blood transfusion and organ dysfunction were associated with loss of cerebral oximetry complexity and suggested that this was related to loss of cerebral autoregulation. [22] These studies suggest that both blood distribution and oxygenation control are impaired in patients with cognitive dysfunction. Our study is limited in that it does not provide a mechanism for loss of complexity. Future studies will be needed to determine if our loss of FwEn was related to changes in vascular patterns, oxygen delivery, or oxygen utilization. Our findings are novel in that we extend these findings of loss of oxygenation complexity to acute cognitive decline in the perioperative period. Mathematical models of physical systems suggest that complex patterns are formed by the interactions of various control systems, where through the interactions of oscillators, and positive and negative feedback loops that influence behavior, a quasi-stable outcome is achieved. [13, 23] Disturbances in these control systems, such as of cerebral oxygenation, which are detectable through the changes in FwEn, we found, are indicative of an abnormal or at-risk system. Whether these changes are the cause of the postoperative dysfunction that can be prevented by better control of these interacting systems or these changes are an epiphenomenon related to some other systems that control both cognitive function and cerebral oxygenation regulation remain to be determined.
The advantages of cerebral oximetry are that it is a noninvasive method of measuring tissue oxygenation in the brain, it is easy to use, and it is cost effective when compared with transcranial Doppler and electroencephalogram modalities, where specialist technician support is required. Cerebral oximeters measure the average hemoglobin saturation along the various paths between the sight source and sensor. This is a function of arterial, venous, capillary, and tissue oxygen saturation. Changes in the absolute value of any one of the arterial, venous, capillary, or tissue saturations or changes in the relative contributions of these four compartments will cause changes in the cerebral oximetry reading. Similar to other tissues, in the brain, there is a complex interplay between tissue metabolism, blood flow, and oxygen extraction to maintain neuronal homeostasis. Changes in blood flow or in edema will lead to changes in the relative contributions of the four compartments. During cardiac surgery, proper regulation of these factors is altered: the respiratory cycle, which is lost during cardiopulmonary bypass, controls PaCO 2 and pH; microemboli may impair cerebral blood flow; loss of acetylcholine-induced vasodilation; even drugs such as etomidate and phenylephrine affect vascular reactivity. [24] [25] [26] [27] [28] Our finding of loss of cerebral oximetry complexity associated with cognitive decline is in agreement with two studies that showed that altered vasoreactivity is associated with postoperative cognitive dysfunction and with late-onset depression. [25, 29] Our finding that FwEn but neither ApEn nor SampEn was associated with cognitive decline is not contradictory. They measure different types of complexity. [30] ApEn and SampEn compare every pair and triplet to every pair and triplet, respectively, in the time series, while FwEn compares every quadruple to the universe of possible quadruples. Since the absolute value of α (based on the standard deviation of the four points determining each individual word) varies from each quadruple to the next, FwEn may better handle nonstationary time series data and be more resilient to trends in rSO 2 from global factors such as varying hemoglobin level.
The majority of cerebral oximetry limitations come from the assumptions built into the monitor. The algorithm programed into the monitor assumes that the path length remains constant among patients; therefore, in patients with thick skull or skin or tissue edema 15 mm penetration may not be enough to reach frontal cortex. The algorithm also assumes that venous to arterial partitioning in the tissue is 70/30, when congestive heart failure or venous pooling may have altered that ratio and influenced saturation readings. Nonheme substances such as melanin and bilirubin can significantly attenuate light transmission and impede NIRS measurements. However, despite these limitations, our study and others have shown the utility of cerebral oximetry in association with postoperative problems. [7] Even though the returned oximeter light may not have penetrated the frontal cortex, the frontal cortex and the intervening skin, muscle, and bone are perfused from the same carotid circulation and are exposed to the same vasoactive substances; hence, changes in tissue oxygenation patterns may reflect changes in frontal cortex oxygenation patterns. Another limitation is that our study was a post hoc analysis of a study that did not achieve its enrollment goal. Thus, we are at increased risk of Type I and Type II errors.
Several studies have been done to evaluate the relationship between neuropsychological dysfunction and cerebral oximetry: some utilizing stroke as an outcome and others utilizing neurocognitive testing to detect deficits. Only a few studies employed comprehensive neuropsychologic evaluation, but all of them were coronary artery bypass grafting, single valve, or combined operations. [31] Even after those studies, the controversy continues on whether cerebral oximetry desaturation is linked to postoperative cognitive decline. In our study, we showed that a decrease in the FwEn is associated with more postoperative cognitive decline. FwEn is an easily computed statistic that could be computed in real time by the monitor and presented to the anesthesiologist. Future studies are needed to see if interventions that improve FwEn also improve postoperative cognition.
A major strength of our study is that we used comprehensive neurocognitive evaluation by a psychologist using well-validated quantitative tests that can be administered several times without a "learning effect." These provided an objective measure of cognition.
Conclusion
Using comprehensive neurocognitive evaluation, postoperative cognitive decline occurred in 41% of patients undergoing aortic surgery under DHCA. The amount of perioperative cognitive change was significantly correlated with changes in FwEn of the cerebral oximetry time series.
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